STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Elisa Cabal (ARCH/Expanded ARCH) CHAPTER 100.1
Address: Inspection Date: October 1, 2020 — Annual
228 Hookano Street, Hilo, Hawaii 96720

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (b)

Menus shall be written at least one week in advance,
revised periodically, dated, and followed. If cycle menus
are used, there shall be a minimum of four weekly menus.

FINDINGS
Resident #1 —
thin liquids.”
menu.

diet order read, “Regular diet, pureed texture,
However, no four (4) week pureed diet

Please submit a copy with your plan of correction (POC).

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (b) PART 2
Menus shall be written at least one week in advance, revised
periodically, dated, and followed. If cycle menus are used, FUTURE PLAN

there shall be a minimum of four weekly menus.
FINDINGS

Resident #1 — diet order read, “Regular diet, pureed texture,
thin liquids.” However, no four (4) week pureed diet menu.

Please submit a copy with your plan of correction (POC).

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion

Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — case manager provided training entitled
“Crushing medications” to the primary care giver (PCG) and
substitute care givers (SCG) and PCG indicated that she is
crushing resident medications. However, no physm:an or
APRN order to crush medications.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. () PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered FUTURE PLAN

by a physician or APRN.

FINDINGS

Resident #1 — case manager provided training entitled
“Crushing medications” to the primary care giver (PCG) and
substitute care givers (SCG) and PCG indicated that she is
crushing resident medications. However, no physician or
APRN order to crush medications. .

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(6) PART 1

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Physician or APRN signed orders for diet, medications, and
treatments;

FINDINGS
Resident #1 — admitted on August 28, 2020, medication list
dated August 28, 2020, not signed by a physician/APRN.

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (a)(6) PART 2
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or FUTURE PLAN

transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Physician or APRN signed orders for diet, medications, and
treatments;

FINDINGS
Resident #1 — admitted on August 28, 2020, medication list
dated August 28, 2020, not signed by a physician/APRN.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(I) PART 1
Fire prevention protection.
Type I ARCHs shall be in compliance with, but not limited DID YOU CORRW
to, the following provisions:
USE THIS SPACE TO TELL US HOW YOU
Each resident of a Type I home must be certified by a CORRECTED THE DEFICIENCY
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self- ° A& jpw(f\ .J'D
preservation under emergency conditions, except that a Y“Sf w
maximum of two residents, not so certified, may reside in 7 'L‘e

the Type | home provided that either:

FINDINGS

Resident #1 — admission physical exam dated August 28,
2020 read, “is not self-preserving.” However, physical
dated September 1, 2020 read, “is capable of self-
preservation.” Resident is wheelchair bound and unable to
bear weight on left leg.

Please submit a copy with your POC.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-23 Physical environment. (g)(3)(I) PART 2
Fire prevention protection.
FUTURE PLAN

Type I ARCHs shall be in compliance with, but not limited
to, the following provisions:

Each resident of a Type I home must be certified by a
physician that the resident is ambulatory and capable of
following directions and taking appropriate action for self-
preservation under emergency conditions, except that a
maximum of two residents, not so certified, may reside in
the Type I home provided that either:

FINDINGS

Resident #1 — admission physical exam dated August 28,
2020 read, “is not self-preserving.” However, physical
dated September 1, 2020 read, “is capable of self-
preservation.” Resident is wheelchair bound and unable to
bear weight on left leg.

Please submit a copy with your POC.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’'T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-84 Admission requirements. (b)(3)
Upon admission of a resident, the expanded ARCH licensee
shall have the following information:

Evidence of compliance with the department’s uniform
tuberculosis policy;

FINDINGS

Resident #1 — admitted August 28, 2020, two (2) step
tuberculosis (TB) skin test read, “7/23/20 negative™ and
“7/30/20 negative.” However, no documented date of
administration and reading.

Please submit a copy with your POC.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-84 Admission requirements. (b)(3) PART 2
Upon admission of a resident, the expanded ARCH licensee
shall have the following information: FUTURE PLAN

Evidence of compliance with the department’s uniform
tuberculosis policy;

FINDINGS

Resident #1 — admitted August 28, 2020, two (2) step
tuberculosis (TB) skin test read, *7/23/20 negative” and
*7/30/20 negative.” However, no documented date of
administration and reading.

Please submit a copy with your POC.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-88 Case management qualifications and services.
(eX2)

Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH
resident within forty eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a comprehensive
assessment of the expanded ARCH resident’s needs and
shall address the medical, nursing, social, mental,
behavioral, recreational, dental, emergency care, nutritional,
spiritual, rehabilitative needs of the resident and any other
specific need of the resident. This plan shall identify all
services to be provided to the expanded ARCH resident and
shall include, but not be limited to, treatment and medication
orders of the expanded ARCH resident’s physician or
APRN, measurable goals and outcomes for the expanded
ARCH resident; specific procedures for intervention or
services required to meet the expanded ARCH resident’s
needs; and the names of persons required to perform
interventions or services required by the expanded ARCH
resident;

FINDINGS

Resident #1 — care plan entitled “Elimination d/t
urinary/bowel incontinence™ read, “Goal Statement: Will
have BM every 2-3 days. However, “Senna S tablet 8.6-50
mg Give | tablet by mouth one time a day for constipation
Hold for loose stools” was not listed on care plan as an
intervention.

Please submit a copy with your POC.

PART 1
DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2

(cX2)

Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH
resident within forty eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a .
comprehensive assessment of the expanded ARCH
resident’s needs and shall address the medical, nursing,
social, mental, behavioral, recreational, dental, emergency
care, nutritional, spiritual, rehabilitative needs of the
resident and any other specific need of the resident. This
plan shall identify all services to be provided to the
expanded ARCH resident and shall include, but not be
limited to, treatment and medication orders of the expanded
ARCH resident’s physician or APRN, measurable goals and
outcomes for the expanded ARCH resident; specific
procedures for intervention or services required to meet the
expanded ARCH resident’s needs; and the names of persons
required to perform interventions or services required by the
expanded ARCH resident;

FINDINGS

Resident #1 — care plan entitled “Elimination d/t
urinary/bowel incontinence” read, “Goal Statement: Will
have BM every 2-3 days. However, “Senna S tablet 8.6-50
mg Give 1 tablet by mouth one time a day for constipation
Hold for loose stools™ was not listed on care plan as an
intervention.

Please submit a copy with your POC.

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: £ V2~ C&é‘/
Print Name: (=ULSA  CHABAL

Date: ///JOT/}O
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